TRANSACTIONS 

or THB 

AMERICAN SURGICAL ASSOCIATION. 


Annual Meeting held at Richmond, Va., May 4, 5 ond 6, 1908. 

The President, William H. Carmalt, in the Chair. 

I. ADDRESS OF THE PRESIDENT. 

Dr. William H. Carmalt, of New Haven, Conn., the 
president, referred to the advance in medical science, particularly 
in pathological anatomy, during the last half century brought 
about especially by the greater facilities of surgical technic. The 
discoveries of anaesthesia and asepsis paved the way to early 
operations and thereby at once opened a new field, giving the 
opportunity to early observations of pathological processes. In¬ 
stead of operations as a last resort to obviate impending death, 
they are now largely undertaken for distinctly therapeutic pur¬ 
poses. The local character of the initial stage of tuberculosis was 
cited and its transference from internal medicine to surgery 
remarked upon. Tuberculous peritonitis was cited as a striking 
instance. The knowledge gained of the internal secretions, as 
shown in operations on the thyroid gland, was obtained almost 
exclusively by surgeons. The very recent investigations on the 
parathyroids are instances of physiological and pathological ad¬ 
vancement obtained altogether by surgical activity. The relations 
of pancreatitis to gall-bladder diseases and the pathology of 
chronic diverticulitis of the sigmoid are further instances of the 
debts of the pathological anatomist to the surgeon. The estab¬ 
lishment of fully equipped pathological laboratories in hospitals 
was strongly urged and the advantages to the hospital of clinical 
teaching in its wards insisted upon. 

II. THE EARLY DAYS OF THE AMERICAN SURGICAL 
ASSOCIATION. 

Dr. J. Ewing Mears, of Philadelphia, delivered this ad¬ 
dress, for which see page 833. 
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III. SURGERY OF THE GASSERIAN GANGLION. 

Dr. Stephen H. Weeks, of Portland, Me,, read a paper in 
which he gave an opinion that the removal of the Gasserian 
ganglion as a primary operation for the relief of tic douloureux 
is not justifiable, but that the extracranial operations upon the 
branches of the fifth cranial nerve should be first made. The 
osteoplastic flap in the temporal region called the Hartley-Krause 
operation is the one Dr. Weeks employs. A pint of normal salt 
solution with an ounce of brandy should be injected into the 
rectum about half an hour before the operation commences. In 
all his operations on the brain he has used ether. In the operation 
the second and third divisions are put upon the stretch with the 
blunt hook and divided close to the foramen rotundum and fora¬ 
men ovale respectively. He dissects them back to the ganglion 
and lifts the ganglion from its bed by making traction on the 
inferior maxillary nerve, having first divided the superior maxil¬ 
lary nerve and removed the parts of the ganglion corresponding 
to these various divisions, leaving untouched the first division, 
with its corresponding portion of the ganglion. If the first 
division of the nerve and its corresponding portion of the ganglion 
be retained there will be no danger to the eye, and the only 
protection needed to the eye will be a simple compress and ban¬ 
dage. Sometimes the dura mater is considerably torn and the 
cerebrospinal fluid escapes during the manipulation of the brain. 
Dr. Weeks has seen no bad results follow this. On the contrary, 
it has seemed to be an advantage, as it allows the lifting of the 
temporosphenoidal lobe more freely from the middle fossa, giv¬ 
ing a better view of the ganglion and its nerves. In his last case 
when the dura was dissected from the ganglion, though quite a 
little brain matter escaped, no unpleasant symptoms followed. 
The mortality of the operation thus far in his hands has been nil. 
He has operated four times. 

IV. TREATMENT OF ACUTE GENERAL PERFORATIVE 
PERITONITIS. 

Dr. John B. Murphy, of Chicago, presented a paper upon 
this subject, for abstract of which see page 870. 

Dr, John B. Deaver, of Philadelphia, emphasized the neces¬ 
sity of attacking the condition early and of doing as little as 
possible in the matter of manipulation. He has no hesitancy in 



1046 AMERICAN SURGICAL ASSOCIATION. 

reopening the abdomen for obstruction. In ten consecutive cases 
all recovered. Short anaesthesia he regards as important. He 
uses eserin reinforced with strychnia. In some cases there has 
been slight cardiac disturbance from the eserin. He has no 
hesitation in setting his patients up in bed. Concerning the giv¬ 
ing of morphia, he “ does not know what a hypodermic syringe 
looks like for the purpose of giving morphia.” 

Dr. Arpad G. Gerster, of New York, within the last two 
years in his hospital service has abandoned methods of irrigation 
and mopping formerly employed and has followed the plan laid 
down by Dr. Murphy, with the Fowler position, and the results 
have been markedly improved. He has used eserin in the treat¬ 
ment of tympanitis following diffuse peritonitis, blit is not so en¬ 
thusiastic concerning the results as some are. Contributory to 
the improved results in the treatment of general peritonitis are 
the facts of improved technic, early recognition of cases and the 
inclusion in the group of general peritonitis of cases easily cured 
by proper treatment. He described a simple modification of the 
enemata by which the irrigating rectal injection is carried high 
into the rectum and after being allowed to escape, repeated. Peri¬ 
stalsis is thus provoked and large Quantities of gas made to escape, 
lie finds this method more effective than the use of eserin, and 
being a mechanical procedure it may be safely left in the hands 
of the nurse. He thinks Dr. Deaver’s stand in regard to the 
giving of morphia an extreme one. While the excessive adminis¬ 
tration of morphia is wrong, the entire withholding of it he 
regards as unnecessary and cruel. 

Dr. Arthur D. Bevan, of Chicago, in some cases of fluid in 
the peritoneal cavity employs a female glass catheter, using it 
as a pipette, taking up the pus not only in the cul-de-sac but in 
other directions. Many cases in which there is free pus, and 
cases of duodenal ulcer operated upon early in which there is a 
considerable amount of fluid, are regarded by him as cases in 
which general peritonitis has been prevented by early interfer¬ 
ence, and not cases of general peritonitis. This obviously has a 
determining influence upon statistics. He has found nitrous oxide 
gas of much value as an anaesthetic. Frequently the giving of 
either ether or chloroform in these cases turns the scale between 
recovery and death. He disagrees with Dr. Murphy regarding 
the danger of washing out the peritoneal cavity, believing that 
irrigation is good surgery and that it can be done without loss 
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of time. In the matter of drainage he favors the large cigarette 
drains in preference to rubber tubing. 

Dr. Dudley P, Allen, of Cleveland, agrees with Dr. Bevan 
that the washing out of septic material from the peritoneal cavity 
is a valuable aid in treatment. He places the patient on the 
side when draining to have the aid of gravity and limits the 
washing to the area involved. 

Dr. Joseph Ransohoff, of Cincinnati, feared that if the 
dictum went out to the general profession that free general peri¬ 
tonitis recovers in the proportion of 44 to 3, the average prac¬ 
titioner would delay in seeking surgical aid with the thought in 
mind that if the patient did get worse he had 44 out of 47 chances 
of getting well. He asked Dr. Murphy in closing to state in how 
many of the 47 cases the operation was done after four or five 
days subsequent to the development of symptoms of general peri¬ 
tonitis and in how many cases he operated in which death seemed 
imminent. 

He called attention to the general use of the word peritonitis, 
suggesting that but few understand by the term exactly the same 
thing. Free fluid in the peritoneum is not necessarily infected 
and its presence should not be regarded as evidence of perito¬ 
nitis until cultures show infection. 

Dr. Algernon T. Bristow, of Brooklyn, showed a device 
with which he regulates the passage of the fluid to about 90 
drops per minute in rectal irrigation. 

Dr. George E. Armstrong, of Montreal, has followed the 
teaching of Dr. Murphy in the treatment of peritonitis with very 
great improvement in results. He attaches great importance to 
induced drainage by rectal injection in the sitting position. In 
two cases recently under his care with persistent vomiting and 
with swelling in the epigastric region, he thinking the condition 
due to retromesenteric pressure on the transverse duodenum, 
reversed the position of the patients from the Fowler to the Tren¬ 
delenburg with satisfactory results. 

Dr. John C. Oliver, of Cincinnati, inquired of Dr. Murphy 
whether his method of treatment had been applied to gunshot 
wounds of the abdomen, especially to those cases in which injury 
had been inflicted several hours before operation. He asked 
because, while there might be an honest difference of opinion 
concerning the forms of peritonitis following appendicitis or per- 
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forated gastric or duodenal ulcer, all agree that the form of 
peritonitis following gunshot wounds is apt to be general. There¬ 
fore, the results of treatment in that class would be of value. 

Dr, James E, Moore, of Minneapolis, said he had no word 
of criticism of Dr. Murphy’s paper, wishing only that he was 
able by any means to secure results so good. He protested 
against the dictum laid down by Dr. Deaver that abdominal cases 
should be deprived of morphia. In the beginning of his abdom¬ 
inal surgery he had withheld morphia, but after having had an 
operation upon himself he insisted upon having morphia. He 
has since given it to his patients and his results are improved. 

Dr. Maurice H. Richardson, of Boston, said that perito¬ 
nitis still remains the most important disease with which he has 
to deal, causing more deaths in his own cases, those of his col¬ 
leagues, and in literature, than any other disease. He referred 
to the evolution in treatment from the time when a man’s abdo¬ 
men was made to look like a colander to the present, when a 
small incision and very little disturbance of the abdominal viscera 
are the rule. He could criticize only in the most favorable way 
Dr. Murphy’s method. In his hospital service he does not know 
that they use the method exactly, though they do not disturb 
things very much. They do not wash out. They do not wipe 
extensively. They do not make multiple incisions. They depend 
upon rectal lavage, and rather than have patients toss all night 
they give small doses of morphia. 

Dr. John B. Roberts, of Philadelphia, said that Dr. Mur¬ 
phy’s paper disproved effectually the oft-repeated statements of 
those operators who for years have contended that all cases of 
perforative appendicitis apd similar lesions should be treated by 
an insistent search for the offending organ. Also, it has shown 
effectively their error in believing that patients after abdominal 
section or with peritonitis from perforation should be tortured 
by persistent immobility in the dorsal recumbent position, by 
absolute deprivation of water, and by the ante- and postoperative 
withholding of morphia and pain obtunding drugs. Dr. Murphy’s 
results thus justified those who for twenty years have contended 
against such surgery. 

Dr, Richard H. Harte, of Philadelphia, thought it obvious 
that no hard and fast rules could be laid down in the treatment of 
peritonitis, each case being treated rather according to the con- 
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ditions found. He thought error sometimes existed in the use 
of rectal irrigation in not having the tube of sufficient size and 
held at a proper height to favor the ready flow of the fluid toward 
the bowel. He described a frame made to support the weight of 
the patient by the buttocks and thighs as a satisfactory method of 
maintaining the Fowler position. He approves the plan of having 
patients sit up even in the typhoid perforation cases in which the 
perforation occurs at the end of a very long illness. He favors 
gauze for drainage rather than tubes. 

Dr. M. L. Harris, of Chicago, has tried repeatedly the 
principles laid down by Dr. Murphy and his patients get well. 
Relative to the inquiry of Dr. Allen concerning gunshot wounds 
of the abdomen, he had had within a few months 17 cases of 
these wounds involving the intestines in which there were from 
one to eight perforations, Every case was operated upon early, 
all were drained and all recovered. 

Mu. G. B. A. Moyniiian, of Leeds, England, said that at 
the Leeds’ Infirmary they grouped their cases according to those 
occurring previous to their having learned of Dr. Murphy’s treat¬ 
ment, and those occurring subsequently. Those of the former 
group they had been accustomed to lose. Those of the latter 
usually recovered. Only in very insignificant particulars do they 
vary from the method laid down by Dr. Murphy. They operate 
in the least possible time. In drainage employ a large sized rub¬ 
ber tube split along the wall of one side which when in position 
drains along its whole length and can collapse if pressure from 
tissue occurs. He takes issue with Dr. Deaver in the matter 
of morphia, a small hypodermic being given in every case before 
the patient leaves the operating table. No house physician, how¬ 
ever, is allowed to repeat the dose without instruction from his 
superior officer. They usually do not employ general anesthesia, 
but operate under lumbar anesthesia by stovaine. An advantage 
of this method is the passing of abundant quantities of flatus. 
This makes the operation distinctly easier. The patients are 
placed in bed in an exaggerated Fowler position. The position 
is maintained by a bolster beneath the buttocks and thighs attached 
by straps to the head of the bed. No restraint is put upon the 
amount of water the patient desires to take, for the nurse leaves 
a vessel containing water on the table beside the bed. 

Dr. Murphy, in closing, emphasized his positive conviction 
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that every case of general perforative peritonitis ought to get well 
if properly handled. Such handling, however, involves timely ac¬ 
tion, intelligent action, and the following of definite lines to results. 
Answering Dr. Ransohoff’s question, he said he did not have any 
cases four or five days old, and trusted he never would have. All 
of his cases were under 40 hours. All cases should be under 
24 hours, and under 12 would be better. When surgeons appreci¬ 
ate this fact the same results as seen in early operations for 
appendicitis will obtain in peritonitis. Dr, Murphy does not make 
the differentiation of Dr. Bevan between the type of cases with 
intestinal leakage without peritoneal inflammation, and the type 
with intestinal leakage with peritoneal inflammation. The pres¬ 
ence of a yellow creamy fluid in the peritoneum does not consti¬ 
tute peritonitis. There must be a perforation of the canal and a 
direct communication from the lumen of the canal into the free 
peritoneal cavity. The free yellow creamy fluid is often a con¬ 
servative fluid carrying away infective organisms. The short 
duration of the anesthesia as brought out by Dr. Bevan he re¬ 
gards as important and the operation under nitrous oxide is to be 
desired. The 48 cases reported included every case of general 
suppurative perforating peritonitis coming under his observation 
and were not elected cases. 

V. LATE RESULTS AFTER OPERATIONS FOR BENIGN DIS¬ 
EASES OF THE STOMACH AND DUODENUM. 

Papers on this subject were read by Mr. Moynihan, of 
Leeds, Eng., and by Drs, W. J. Mayo, of Rochester, Minn., and 
John B. Deaver, of Philadelphia, Pa. For these papers see 
pages 873, 885, 894. 

Dr. Willy Meyer, of New York, spoke of the complications 
following operations for stenosis of the pylorus and of the possible 
overcoming of these. A patient under his care had passed on 
the third day of convalescence into a deep coma, passing the 
stools and urine in the bed. Temperature and pulse showed no 
reason for the condition. The patient was given regularly every 
eight hours a hypodermoclysis of salines. On the fifteenth day 
he regained consciousness and went on to proper convalescence. 
In the secondary operation he prefers gastro-enterostomy plus 
enterostomy to the short loop. 

Dr, John H. Gibbon, of Philadelphia, inquired as to the 
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occurrence of peptic ulcer of the jejunum as.a sequel to gastro¬ 
enterostomy. In the absence of its mention in a report of over a 
thousand cases it would seem to be unusual. 

Dr. George W. Crile, of Cleveland, referred to the possi¬ 
bility of rendering an unsurgical case surgical by direct trans¬ 
fusion of blood at the time of operation. 

Dr. J. M. T. Finney, of Baltimore, has employed pyloro¬ 
plasty for pyloric obstruction 48 times since 1903- Of these 
cases four have died. Autopsy showed the cause of death to be 
other than the operation. From the observations concerning 
gastro-enterostomy it would seem unreasonable to anticipate un¬ 
toward results that have not yet manifested themselves. He re¬ 
gards the personal equation a determining factor in the choice of 
operations. Personally he gets better results with pyloroplasty. 
Except in a few nervous cases his results have been perfectly 
satisfactory. He endorses resection in doubtful cases of ulcer. 
In inflammatory pyloric stenosis he believes pyloroplasty definitely 
contraindicated, and that gastro-enterostomy should be employed. 

Dr. John C. Munro, of Boston, said that an analysis some 
years ago of hospital cases showed that less than 20 per cent, of 
operated gastric ulcer cases had been failures. All of the cases 
were grouped under the long loop, double loop and short loop. 
Some of the results could be definitely traced to the difference in 
technic. Since that time the Finney operation had been employed 
almost exclusively. 

Dr. Leonard Freeman, of Denver, spoke of his satisfactory 
employment of linen thread for the haemostatic suture in from 
50 to 55 gastro-enterostomies and related an experience emphasiz¬ 
ing the necessity of examining from time to time the character 
of the catgut employed, 

Mr. B. G. A. Moyniiian said that he used the posterior, no 
loop operation, making the anastomosis as close as possible to 
the beginning of the jejunum. He regards the point of im¬ 
portance to be not so much the direction of the jejunum as its 
application to the stomach in such a way that it lies easily. With 
mimicry so close that it is difficult to distinguish between ulcer 
and carcinoma, the ulcer should be excised. He appreciates the 
difficulty of its excision when it lies up on the lesser curvature. 
He attributes postoperative regurgitant vomiting of bile to a 
mechanical defect at operation. 
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He has had one case of peptic ulcer subsequent to posterior 
gastro-enterostomy. He lias collected and will publish a report 
of 60 cases of peptic jejunal ulcer following gastro-enterostomy. 

Dr. W. J. Mayo, in closing, referred to the fact brought 
out that there could be secured not less than 80 per cent, of per¬ 
manent recoveries in gastric ulcers in which medical treatment 
had failed and that something less than 10 per cent, more will 
be improved. The real difficulty in cases reported to be worse 
because of gastro-enterostomies he thinks lies in the fact that the 
medical diagnosis has not been confirmed at the operating table; 
and, because the operation has been done upon cases in which it 
should not have been done, the internist assumes the position that 
the cases are worse as the result of the operation. They have 
done the Rodman operation over twenty times. Rather than ask 
the medical man to turn over to him early cases of gastric ulcer, 
the surgeon should ask that he turn over cases of tumor the char¬ 
acter of which he is waiting to determine. In these cases the 
surgeon can do better than the medical man if they are not malig¬ 
nant. If they are malignant it will put into the surgeon’s hands 
a considerable number of malignant cases in time to cure them. 

VI. LIABILITY OF GASTRIC ULCERS TO BECOME 
CARCINOMA. 

Dr. William L. Rodman, of Philadelphia, read a paper 
with this title, for abstract of which see page 922. 

VII. GASTRIC AND DUODENAL ULCERS SECONDARY TO 
WOUNDS OF THE URINARY BLADDER. 

Dr. John B. Roberts, of Philadelphia, read a paper with 
this title for which see page 924. 

Dr. John E. Summers, Jr., of Omaha, inclined to the belief 
that trauma is the cause of postoperative gastric and intestinal 
hemorrhage. 

Dr. William L. Rodman, of Philadelphia, dissented from 
the belief of Dr. Summers that postoperative haematemesis is due 
to trauma. His belief is based upon observations made upon dogs 
and inquiries of colleagues. He thinks the most rational explana¬ 
tion is that suggested by Dr. Roberts that it is due to sepsis. He 
has used Pagenstecher’s thread for the inner stitch in gastro- 
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enterostomy, but in one case there was furious hemorrhage. 
Copious vomiting occurred and in one large vomited clot there 
was the Pagenstecher suture, pie questions therefore whether 
it is well to use a Pagenstecher suture or a well chromicized gut. 

VIII. CONGENITAL HYPERTROPHIC STENOSIS OF PYLORUS. 

Dr. Frank E. Bunts, of Cleveland, read a paper with this 
title, for abstract of which see page 946. 

Dr. John C. Oliver, of Cincinnati, said that he had seen 
within the past two years four cases of congenital stenosis oper¬ 
ated upon by gastro-enterostomy. Two were his own cases; two 
those of his colleagues. In one of the cases (a female infant) 
the symptoms appeared at two weeks of age. There was a dis¬ 
tinct family history of stomach trouble for three generations. 
The mother of this child during her pregnancy developed tuber¬ 
culosis of the glands at the back of the neck. The mesenteric 
gland of the child showed an early stage of tuberculosis. 

Dr. Francis J. Shepherd, of Montreal, did a pyloroplasty 
upon a child three weeks of age. The child is now 18 months old 
and in perfect health. 

IX. STONE IN THE KIDNEY; TUBERCULOSIS OF THE 
KIDNEY; PERINEPHRIC ABSCESS. 

Dr. George Tully Vaughan, of Washington, D. C., read 
a paper with this title, for abstract of which see page 1024. 

X. THE DIAGNOSIS AND TREATMENT OF KIDNEY STONE. 

Dr. Arthur Dean Bevan, of Chicago, said that a diagnosis 
of stone in the kidney was to be arrived at by a process of 
exclusion, confirmed by the X-ray. When the diagnosis is 
definite the treatment should be surgical removal except in cases 
of small stones which may be passed, or in case? of extreme age, 
or in the presence of organic lesions which strongly contraindicate 
operation. In single stone in the pelvis of a comparatively sound 
kidney the operation of pyelotomy with closure is the operation 
of choice. In cases with large stones, and especially multiple 
stones in both pelvis and calyces, and in cases with considerable 
infection, nephrolithotomy with or without drainage should be 
resorted to. In cases in which stones are found in a kidney 
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which is so altered as to be of little value to the patient, and 
where kidney sufficiency has been demonstrated, and the other 
kidney is not involved, primary nephrectomy should be done. In 
primary stones involving but one kidney, pyelotomy and nephro¬ 
lithotomy are comparatively safe procedures, carrying with them 
but 3 to 4 per cent, of risk. When both kidneys contain calculi 
the dangers of the pathological condition and the operation for 
its relief naturally increase. Where because of infection and 
destructive processes nephrectomy is required the dangers of the 
operation will depend upon the integrity of the other kidney 
and its functional capacity and the dangers resultant upon the 
surgical removal of the diseased organ. In Dr. Bevan’s own 
series of 52 operations done for kidney stone there was but one 
death from nephrolithotomy and two deaths from secondary 
nephrectomies. Both operations were extremely difficult because 
of the necessity of digging the kidney remnant out of dense scar 
tissue due to long-standing perinephric inflammation. 

XI. A LARGE KIDNEY STONE. 

Dr. David Barrow, of Lexington, Kentucky, exhibited a 
large kidney stone weighing one pound and two drachms. For 
this paper see page 1028. 

XII. RESULTS OF OPERATION ON THE KIDNEY FOR 
CALCULUS AND TUBERCULOSIS. 

Dr, Andrew J. McCosh, of New York, presented this paper, 
the object of which was to trace first the future life-history of 
patients from whom in past years a tubercular kidney had been 
removed. See abstract on page 1022. 

XIII. THE DIAGNOSIS AND PROGNOSIS OF TUBERCULOSIS 

AND SEPTIC CONDITIONS OF THE KIDNEY. 

Dr. George E. Armstrong, of Montreal, read a paper with 
this title. . 

XIV. ACUTE UNILATERAL HASMATOGENOUS INFECTIONS 

OF THE KIDNEY. 

Dr. George Emerson Brewer, of New York, read a paper 
in which he called attention to the early stage of this disease, 
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stating that the condition is not as a rule recognized by the pro¬ 
fession. Nine cases were referred to, admitted to the Roosevelt 
Hospital during the past four years, of which only one came in 
with the correct diagnosis. A number of instances are given in 
which patients presented almost typical symptoms of appendicitis 
or cholecystitis, and under this mistaken diagnosis were subjected 
to operation exposing the gall-bladder or appendix. The writer 
divided the cases into three groups. In the first, or severest type 
of the disease, the symptoms are often ushered in by a chill. 
Mild surgical measures are of no avail. In the second, or inter¬ 
mediary group, the patients present symptoms often quite as 
severe as those of the first group, but the evidences of grave and 
progressive toxaemia are wanting. In these cases decapsulation 
of the kidney with the opening and drainage of visible areas of 
necrosis or suppuration, often leads to recovery, although a 
chronic nephritis may persist. Six cases of this type are reported 
treated in this manner with satisfactory recoveries. The third 
group comprises the mildest type of the disease. This requires 
no operation and is of surgical interest only because it accounts 
for certain cases observed by all surgeons in which, after a fairly 
characteristic history of a subacute attack of appendicitis or chole¬ 
cystitis, operation reveals no lesion or sign of recent inflammation. 
The one pathognomonic sign present in all cases is a marked 
unilateral costovertebral tenderness. 

DISCUSSION ON SURGICAL AFFECTIONS OF THE KIDNEY. 

Dr. Leonard Freeman, of Denver, in operating for stone 
in the kidney prefers to cut through the parenchyma of the kid¬ 
ney, He finds that bleeding is easily controlled by grasping the 
vessels with gastro-enterostomy forceps with the flexible blades 
covered with rubber. He exhibited an X-ray picture showing 
shadows resembling calculi in the ureter which were spoken of 
by Dr. Bevan as probably calcifications of the ligaments of the 
pelvis. Dr. Freeman thinks they might also be classified as calci¬ 
fied lymphatic glands, or phleboliths. Another X-ray picture 
revealed a cured tuberculosis of the bladder. 

Dr. George F„ Brewer, of New York, said that as a matter 
of fact, there are no symptoms absolutely pathognomonic of stone 
in the kidney. Of all the signs and helps he was of opinion that 
the X-ray is the most important. An absolutely good plate, how- 
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ever, must be insisted upon. The small points shown over the 
ureter arc one source of error. The majority of these shadows 
mistaken for stone he thinks are calcareous bodies. An¬ 
other source of error was illustrated in a case of a man with his¬ 
tory of renal trouble in which the X-ray showed a shadow 
perfectly distinct over the region of the kidney almost as large 
as an English walnut and with perfectly defined edges. This 
proved to be a kidney absolutely destroyed by tuberculosis. 

Dr. Nathan Jacobson, of Syracuse, spoke of the value of 
the confirmatory test of the X-ray in cases of renal stone .and 
showed a number of plates illustrating oxalate of lime, phosphatic 
and uric acid stones. He related a rare case in which treatment 
had been given by one of his confreres for cystitis. Dr. Jacobson 
operated, and upon doing a perineal section a complete incrusta¬ 
tion of the bladder wall was discovered. The child did well until 
anuria developed, and death followed. Autopsy showed both kid¬ 
neys absolutely filled with stone. 

Dr. C. B. G. Nancr6de, of Ann Arbor, warned against mak¬ 
ing a diagnosis of stone in the ureter or kidney by the X-ray alone 
and described a case in which diagnosis based upon the X-ray 
was totally wrong. He asked Dr. Bevan whether in the small 
percentage of failures to find the stone in the kidney or ureter by 
the X-ray the composition of the stone was determined. He had 
recently removed from the bladder quite a large stone which was 
entirely uric acid. He has never seen such a one in the kidney 
or ureter. Several X-ray plates showed not the slightest trace 
of the uric acid stone removed from the bladder. 

Dr. Ellsworth Eliot, Jr., of New York, confirmed the 
statements concerning the probability of osseous development in 
the ligaments of the pelvis which are mistaken for calculi. He 
emphasized what had been said of the atypical character of the 
clinical features in cases of stone. 

Dr. Joseph Ransoiioff, of Cincinnati, uses the X-ray only 
to confirm a diagnosis based upon a thorough clinical study. 
One symptom which he believes to be absolutely characteristic 
of stone in the kidney is persistent, continuous microscopic 
haenfaturia. An interesting point mentioned was that ureteral 
calculi sometimes produce no obstruction. Dr. Ransohoff has 
before shown a ureteral stone which was guttered, the groove 
allowing the urine to pass without difficulty. He has no difficulty 
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in controlling hemorrhage in nephrectomy with the fingers and 
dislikes the clamp because it prevents examination of the ureter. 
Whether or not the X-ray shows stone, he never regards an oper¬ 
ation on the kidney complete without the passage of a catheter 
or probe along the whole length of the ureter. 

Dk, Maurice H. Richardson, of Boston, has had encourag¬ 
ing results in his operations for stone in the kidney, yet differing 
in experience from Dr. Ransohoff, hemorrhage causes him anxiety 
in the approach to the pelvis of the kidney through the kidney 
tissue. He has seen calcification of mesentery tumors twice or 
three times which he thinks could easily cause a mistaken diag¬ 
nosis. He has known of the continuance of pain after removal 
of stone from the kidney, and has seen stone in the kidney fatal 
22 years after removal of stone from the bladder, with no sign 
of pain during those years. 

Dr. Willy Meyer, of New York, believes that after ex¬ 
hausting laboratory research the X-ray should be employed in 
diagnosis of stone. Cystoscopy and catheterization should then 
be employed. The carmine test is of value unless obstruction is 
caused by the stone. 

Dr. John C. Oliver, of Cincinnati, presented an oxalic acid 
stone which he had supposed was the largest one ever removed. 
That Dr. Barrow had removed a larger one was not surprising, 
however, for no matter what they did in Ohio, it was usual to 
find that they did a little better in Kentucky. 

Dr. Lewis L. McArthur, of Chicago, referred to a case 
in which clinical and laboratory evidence pointed to stone in the 
kidney but in which the X-ray failed to give the shadow. Opera¬ 
tion was thus delayed for six months until the patient was insist¬ 
ent, and at operation twenty stones were found in one kidney. 

XV. STONE IN THE BLADDER, PNEUMATURIA, 

FECAL FISTULA. 

Dr. Algernon T. Bristow, of Brooklyn, New York, read a 
paper with this title, for which see page 1013. 

XVI. CARCINOMA OF THE FEMALE URETHRA. 

Dr. Lewis S. McMurtry, of Louisville, Ky., read a paper 
with this title for abstract of which see page 1032. 
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Dr, Emmet Rixford, of San Francisco, reported an opera¬ 
tion for stone in the bladder, in which autopsy revealed four 
ureters, in three of which were stones. In another case operated 
for subacute peritonitis a small kidney was found in the vicinity 
of the vermiform appendix. The right kidney was hypertro¬ 
phied. Regarding the cure of double tuberculosis following re¬ 
moval of one kidney he suggests an explanation in the production 
of hyperamia by the blood being forced into the kidney somewhat 
after the Bier method in tlie cure of tuberculosis of the extremi¬ 
ties. If this is true it would seem not impossible to secure healing 
of small foci in tuberculous kidneys by other means than nephrec¬ 
tomy. Tuberculin may have a future in that direction. 

Dr. A. G. Gerster, of New York, offered an explanation of 
the hemorrhage in nephrectomy occurring nine or ten days subse¬ 
quent to operation, by the assumption of injury to a large arterial 
branch causing thrombosis, and that on the tenth day, the throm¬ 
bosis becoming detached, the hemorrhage took place. In two 
cases he has been obliged to remove tbe kidney after simple ex¬ 
ploratory incision in the pelvis because of uncontrollable hemor¬ 
rhage. In one case it was shown that one of the large branches 
of the artery had been divided half way. He has since entirely 
abandoned the use of the knife in opening into the pelvis through 
the kidney and uses the following method: After incision of the 
cortical substance the knife is laid aside. With a curved director 
he pushes forward into the pelvis of the kidney. Along this he 
passes a dressing forceps into the pelvis. This instrument is 
opened and then withdrawn. The finger is inserted along the 
track which has thus been made by tearing and stretching. 

Dr. Frederick Kammerer, of New York, reported three 
cases of unilateral infection of the kidney. I11 the first case 
recovery followed the removal of one kidney. I11 the second case, 
showing but two infarcts in one kidney and tbe other being 
normal, the incised kidney was tamponed and replaced. Barring 
a severe hemorrhage the patient did well at first, but the ascent 
of temperature indicated the necessity of extirpation of the kidney. 
The third case was one of perinephritic abscess in which removal 
of the kidney was finally necessary. The urine after nephrectomy 
was normal, as was the temperature, seeming to prove the point 
made in Dr, Brewer’s paper that the infection can be unilateral. 

Dr. John H. Gibbon, of Philadelphia, spoke of X-ray plates 
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as a most valuable means of diagnosticating ureteral calculi. 
Also important is the presence of microscopic blood. He pointed 
out the danger of the use of metal ureteral bougies. He referred 
to his previously published account of two cases of ureteral stone 
in which he did a combined extra- and intraperitoneal operation. 
The two great advantages of the method were the time saved 
and the less possible traumatism. While the ureters should be 
drained after removal of stone there is little difference whether 
or not they are sutured. 

Dr. Charles L. Gibson reported a case with features similar 
to those described by Dr. Brewer with pain in the left kidney. 
Minute miliary deposits were seen at each pole. Half of the 
kidney at each pole was removed and the woman perfectly 
recovered. 

Dr. George Woolsey, of New York, does not feel that a 
negative plate, even if considered perfect and taken by an expert 
is at all a sure sign of no ureteral stone. He has operated upon 
two cases in which he found the condition described by Dr. 
Brewer, and has obtained cure by nephrectomy. 

XVII. SARCOMA OF THE COMMON BILE DUCT. 

Dr, Francis J. Shepherd, of Montreal, read a paper with 
this title, for which see page 948. 

XVIII. RHINOPLASTY FOR SUNKEN NOSE. 

Dr. John F. Binnie, of Kansas City, Mo., reported a case 
in which the nasal bones and soft parts of the nose are intact; 
the cartilaginous septum absent; the end of the nose and the 
alie are retracted into the pyriform opening. Subcutaneously the 
soft parts, inserted then into the edge of the pyriform opening 
and pulled the mobilized nose into position. With a tenotome he 
subcutaneously tunneled the soft parts of the mobilized nose and 
drew strips of cartilage through these tunnels in such a manner 
as to act as trusses for the support of the nose. The strips of 
cartilage were secured from the costal margins. 

Dr. John B. Roberts, of Philadelphia, referred to a similar 
case under his care of a young girl in which he had taken two 
large tongue-shaped flaps from her fat cheeks. 

Dr. Leonard Freeman, of Denver, spoke of two classes of 
saddle nose, one in which the skin is loose and one in which there 
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is considerable cicatricial tissue and tendency to contraction. 
Those of the former variety are satisfactorily treated by the use 
of paraffin, the latter by the employment of metal plates. 

Dr. Emmet Rixford, of San Francisco, spoke of the availa¬ 
bility of the tissue of the rib in these operations for sunken nose. 

XIX. FINAL PSYCHICAL RESULTS OF MAJOR SUR¬ 
GICAL OPERATION. 

Dr. James G. Mumford, of Boston, Mass., read a paper with 
this title, for which see page 853. 

XX. IS HODGKIN’S DISEASE A TYPE OF SARCOMA? 

Dr. William B. Coley, of New York, read a paper based 
upon a study of upward of 80 cases of sarcoma primary in the 
lymphatic glands. He stated that the small group of tumors 
designated as Hodgkin’s disease or pseudoleukaemia, have certain 
definite clinical and histological characteristics sufficient to differ¬ 
entiate them from other tumors of the lymphatic glands, c.g., 
tuberculosis and the ordinary types of sarcoma. However, a 
close study, clinical, microscopical and anatomical, furnishes 
strong evidence that the process dealt with is a neoplastic one, 
so similar to sarcoma as to be properly classified as a variety 
or type of the latter. The later history and autopsy record of a 
case published in detail in his former paper on Hodgkin’s disease 
was given. This case is much like the one reported by Gibbons, 
of San Francisco (Am. Jour, of the Med. Sciences, Nov., 1906). 
Dr. Coley furthermore stated thatHodgkin’s disease closely resem¬ 
bles neoplasms, especially sarcoma, in the way in which it is 
affected by the X-ray and the mixed toxins of erysipelas and 
Bacillus prodigiosus. He detailed a case of Hodgkin’s disease, 
the clinical picture of which was quite characteristic, and in which 
the clinical diagnosis was confirmed by the microscope. The 
disease disappeared under six weeks’ treatment with the mixed 
toxins and the patient is perfectly well at seven months later. 
There are no enlarged glands and spleen and liver are normal. 
He expressed the following conclusions: 

The clinical features of Hodgkin’s disease are often so nearly 
identical with those of round-cell sarcoma, that it is impossible 
to differentiate the two conditions. 

The histological features so closely resemble sarcoma that 
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if a given specimen be examined by different pathologists, opinions 
would be about equally divided between Hodgkin’s disease and 
sarcoma. 

The onset of the disease, its course and duration, formation 
of general metastases, and final ending in death, most closely 
simulate sarcoma. 

While in most cases the metastases occur in preexisting 
lymph-gland tissue, this is by no means always true, since in 
some cases, e.g., Dr. Gibbons’ and his own, the tumor breaks 
through the capsule, infiltrates the surrounding tissues, fascia, 
mucle, periosteum and the bone itself. 

The fact that Hodgkin’s disease and leukaemia have certain 
features pointing to an infectious origin, should not exclude them 
from being classed as malignant tumors, but, on the contrary, 
this fact furnishes additional evidence in favor of the infectious 
origin of sarcoma. 

In view of the utter hopelessness of Hodgkin’s disease as 
well as leukaemia, from surgical and medical treatment, and in 
view of the remarkable results obtained, though in a very limited 
number of cases, with the X-rays and the mixed toxins of ery¬ 
sipelas and Bacillus prodigiosus, the best chance of success appar¬ 
ently lies in a wider application of these methods of treatment, 
either singly or in combination. 

XXI. THE PSYCHIC FACTOR IN GRAVES’ DISEASE. 

Dr, George W. Crile, of Cleveland, O., read a paper with 
the above title, for which see page 864. 

XXII and XXIII. CARCINOMA OF THE APPENDIX. 

Dr. Richard H. Harte, of Philadelphia, and Dr. Robert 
G. Le Conte, of Philadelphia, presented papers with this title, 
for which see pages 968, and 1000. 

XXIV. CEDEMA OF LARGE INTESTINE WITH LOCALIZED 
NECROSIS OF ITS WALL, FOLLOWING SPLENEC¬ 
TOMY IN BANTI’S DISEASE. 

Dr. John E. Sommers, Jr., of Omaha, read a paper with 
this title, for which see page 1006. 
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XXV. WASHING OUT THE INTESTINE THROUGH MULTIPLE 
ENTEROTOMY OPENINGS. 

Dr. George H. Monks, of Boston, Mass., read a paper with 
this title, for which see page 953. 

XXVI. CONGENITAL IDIOPATHIC DILATATION OF THE 
COLON (HIRSCHPRUNG’S DISEASE). 

Dr. J. M. T. Finney, of Baltimore, after reporting the case 
of a young boy upon whom he had operated, reviewed the litera¬ 
ture of the subject to January 1, 1908. Two hundred and six 
references had been studied. While to Hirschprung belongs the 
credit of having first called attention to the disease, a number of 
cases have been found in literature antedating his classical descrip¬ 
tion. After discussing the various terms that have been applied 
to the disease and its classification and the anatomy of that por¬ 
tion of the intestine concerned, Dr. Finney discussed the various 
hypotheses as to its etiology. Some ten theories have been sug¬ 
gested from time to time as to the causation of the disease includ¬ 
ing that of the author of hypernutrition. These theories are 
all discussed and the arguments for and against given. No one 
apparently explains every case but each will explain some. The 
symptomatology was described and a complete clinical picture of 
the disease given, with a list of the series of cases observed in 
the Johns Hopkins Hospital, eleven in all. The diagnosis, dif¬ 
ferential diagnosis, the different aids to the diagnosis, prognosis 
and treatment were considered. While no one course of treat¬ 
ment seems applicable to all cases, the author suggests one hiethod 
employed in his own case as perhaps applicable to a larger propor¬ 
tion than any other hitherto suggested, namely: A preliminary 
enterostomy, then a colocolostomy some months subsequently; 
finally the complete excision of the affected portion. The arti¬ 
ficial anus is left open until after the success of the preceding 
steps has been assured, when it is closed under cocaine. 

Dr. Leonard Freeman, of Denver, reported the case of a 
young man presenting a pronounced type of Hirschprung’s dis¬ 
ease. He had been troubled with constipation ever since he could 
remember and as much as three months had elapsed at one time 
without a movement of the bowels. The colon was enormously 
dilated below the splenic flexure. The surface of the large intes- 



HEMOLYTIC TESTS FOR CANCER. 


1063 

tine was plicated and replicated and replicated again until it was 
reduced to something like normal size. It was impossible to make 
anastomosis or to resect the bowel. Enlargement of the mesen¬ 
tery was not noticed. The subsequent history of the case was 
reasonably good. Dr. Freeman would not ordinarily consider 
this operation of plication a good one for the ordinary case, but 
in the present case it answered the purpose. 

XXVII. RECTAL DRAINAGE FOR PELVIC ABSCESS. 

Dr. Archibald MacLaren, of St. Paul, Minn., read a paper 
with the above title, for abstract of which see page 1034. 

XXVIII. HvEMOLYTIC TESTS FOR CANCER. 

Dr. George W. Crile, of Cleveland, Ohio, presented a 
report on the value of haemolytic tests in the diagnosis of cancer. 
For purpose of control, 107 individuals in good health were 
subjected to haemolytic tests, in none of which was any haemolysis 
elicited. Fifty individuals, the subjects of miscellaneous diseases, 
were experimented upon; in four instances haemolysis was elici¬ 
ted. These four included one case of haemoglobinuria, one of 
eclampsia, one of hxmaturia and one gastric case,—diagnosis 
not made. Fifty cases of carcinoma were tested, of whom 39 
presented haemolysis; 16 cases of sarcoma, of whom 13 haemo- 
lyzed; making a total of 66 cases of malignancy, of which 53 
haemolyzed. 

Of cases of carcinoma recurrence, or cures, to prove if 
cured, ten tests were made, of whom nine gave no haemolysis; 
one, questionable. Two cases of papilloma, one haemolyzed; 
one, no haemolysis. Eleven cases of surgical tuberculosis, nine 
gave haemolysis. Ten cases of chronic suppuration, none 
haemolyzed. 

Of the 13 cases of malignant disease which did not give 
haemolytic reaction, one was a gastric case, diagnosis not proven; 
one an advanced case of sarcoma of the spine; one an advanced 
case of presumed sarcoma; one advanced case of recurrent 
carcinoma; five were advanced cases of carcinoma of the breast; 
two were advanced cases of epithelioma of the neck; one an 
advanced case of lymphosarcoma; and one a case of cystic 
ovary. 

In 14 cases of suspected malignancy that were subjected to 
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the test, in one haemolysis was elicited. In all these latter, positive 
diagnosis of nonmalignant disease was arrived at; of these, two 
were gastric cases; four gall-bladder cases; two, tumors of the 
thigh; one, breast case (cyst) ; one, tumor of the chin; one, 
tumor of the clavicle; one, cystic ovary; two, cirrhosis of the 
liver. 

As an example of the value of the method, specific mention 
was made of a case seen in the medical service of the hospital, 
March 18, 1908, which showed haemolysis and reverse haemo¬ 
lysis, in consequence of which a tentative diagnosis of carci¬ 
noma of the stomach was made; a diagnosis of anannia having 
previously been made by the physician in charge. One month 
later, after palpation, a specimen of tissue from the stomach 
contents was obtained, from which an absolute diagnosis of 
carcinoma of the stomach was made. 



